WE HAVE MOVE

THE ENDOCRINE AND DIA

ETES CARE CENTER’S NEW
ADDRESS IS:

2100 W. CENTRAL AVE. SUITE 100

TOLEDO, OHIO 43606
419-537-5111

On same side of the road as our old office, approximately 1.3
miles going toward Promedica Parkway on Central Avenue.




Endocrine and Diabetes
Care Center

ndocrine &
. 2100 West Central Ave
D iabetes Suite 100
C are Toledo, Ohio 43606
C enter (41 g) 537-5111
Fax (419) 537-5131

Dear Parent:

Your child has been referred to me for an evaluation and consultation of a possible endocrine
problem. At this initial visit I will spend at least one hour going over the problem with you. I
will ask you about your child’s past history. The following medical records may be helpful.
Please bring them with you.

e  GROWTH CHARTS (height and weight records)

¢ BABY BOOK

o HOSPITAL SUMMARIES

e  PREVIOUS LABORATORY TESTS - : - - -

I'will do an examination and possibly order appropriate laboratory and/or x-ray tests. °

Ihave set aside one hour with your child. If it becomes necessary to cancel this appointment, we
require a 48-hour notice to allow znether child to utilize this time.

Please complete the enclused forms with the signed authorizations, and bring them with you
to the visit.

We reguire the foliowing:

o Dlease have YOUR INSURANCE CARD AT EVERY VISIT.

o We will bill your primary and secondary insurances

¢ If you have Managed Care Insurance you will need a referral

o  Call your Primary Care Physician to make sure the necessary referrals are in place one
week prior to your visit. It is your responsibility to see that this is done. If you do not
have your referral in place, your appointment may have to be rescheduled.

e  BRING YOUR AUTHORIZATION WITH YOU

o All office visit co-pays are payable at each visit by the person accompanying the child

We hope this information has been helpful to you and I look forward to meeting you. If you have
any questions, feel free to contact our office at 419-537-5111.

Sincerely,

Mark G. Watkins, D.O.
Kathleen C. Moltz, M.D.
Pediatric Endocrinologists -

Enclosure

Pedi-Endo
06/23/2016
Adult Endocrinology: Richard A. Beham, MD, Aparna Brown, MD, John E. Brunner, MD, Kara P. Fine, MD, Guillermo M. Guardia, MD

Bhaskar Gundabolu, MD, Kalpana Naraharisetty, MD, Kathryn Cray, CNE, Karol Zsarnay, CNP
Pediatric Endocrinology: Mark G. Watkins,DO, Lisa Richards, CNP, Sheri Luke, CNP



PEDIATRIC PATIENT INFORMATION __ PLEASE PRINT CLEARLY

FAMILY DR DATE
Name (First & Last) Address Phone

REFERRING DR (if different from Family Dr.),

Name (First & Last) Address Phone
PATIENT INFORMATION
NAME DATE OF BIRTH AGE M F
Last First Middie
ADDRESS : CITY STATE ZIP
HOME PHONE( ) CELL PHONE( ) SOCIAL SECURITY NUMBER
RACE (Circle One} ~ African American  Asian  Caucasian ~ Hispanic ~ Native American  Other (explain) Unknown

CUSTODIAL PARENT (IF PATIENT IS CHILD, THE PERSON WHO HAS CUSTODY)

NAME : DATE OF BIRTH AGE M F
e . T 77 P e —

ADDRESS CITY. STATE ZIP

MARITAL STATUS_ M D W § SPOUSE NAME
EMPLOYER SOCIAL SECURITY NUMBER

HOME PHONE( ) CELL PHONE( ) WORK PHONE( )

PRIMARY INSURANCE INFORMATION

INSURANCE CO PHONE

FOR ELIGIBILITY/CLAIM VERIFICATION
CLAIM MAILING ADDRESS(On Card)

SUBSCRIBER/CONTRACT ID# GROUP#

NAME OF POLICYHOLDER DATE OF BIRTH M__ F__
ADDRESS CITY STATE ZIP

EMPLOYER SOCIAL SECURITY NUMBER

HOME PHONE( ) CELL PHONE( ) WORKPHONE(__-__)

SECONDARY INSURANCE INFORMATION

INSURANCE CO TELEPHONE

FOR ELIGIBILITY/CLAIM VERIFICATICN
CLAIM MAILING ADDRESS(On Card),

SUBSCRIBER/CONTRACT ID# GROUP#

NAME OF POLICYHOLDER DATE OF BIRTH M__ F__
ADDRESS CITY STATE ZIP

EMPLOYER SOCIAL SECURITY NUMBER

HOME PHONE( ) CELL PHCNE( ) WORK PHONE( )




Endocrine & Diabetes Care Center
2100 W. Central Avenue, Suite 100
Toledo, OH 43606
419-537-5111

Endocrine & Diabetes Care Center

I acknowledge that I received a copy of the Notice of Privacy Practice
Policy from the Endocrine & Diabetes Care Center.

Please Print Patient
Name:

Signature:
Parent/Guardian to sign for minor child.

Daté: J /

This form is in compliance of the Health Insurance Portability and Accountability Act (HIPAA)

HIPAA Siprature Form 41102015 hag



Notice of Privacy Practices

Endocrine & Diabetes Care Center Inc.

This nolice describes how medlcal Informallon abouf you may be used and disclosed, and how you can
galn access lo this Information. Please review It earefully,

Protacted hsallh Informallon [PHI}, aboul you, Is malntained os o willlen and/or eleclionic record of your
conlacks or visils for heallheare services willy our pracilce. Speclfically, PHIk Information about you, Including
demographic Informallon [le., name, addiess, phone, etc.), Ihal may Idenfify you and relates fo your past,
present or fulure physleol of mental heallh condifion and relaled hedllhcare sarvicas.

Our praciice Is required o Jollow specliic rles on malhlaining the confidentiallly of your PHI, using your Infor-
matlon, and disclosing of sharlng Ihis Informatlon with olher heallhcare prolessionals lwolved In your care and
Ireciiment. This Nolice desciibes your righls fo access and control your PHI, Il dlso descrlbas how we follow
upplicabla rulss and use and disclose your PHI lo provide your ireatment, obtaln payment for servicas you
receive, manaye our healheore operailons and for ofher purpases that are permitied of required by fen.

Your Righls Under The Privacy Rule

mc_is._:u_mQm_n_m3m3~a_<cc:_m:_rc_.ﬁo_.__jm ?_<Qn<mc_m._:a_m6:nm_n your PHI. Please leel frae 1o
discuss any guestions wilh our sialf, 2

You have Ihe righl fo recelve, and we are fequlrad lo provide you wilh, a copy ol Ihls Nollce ol Privacy
Pracllces - We are required Io Iollow Ihe lerms of Ihis nolice, We reserve Ihe rlghl lo change Ihe lerme of our
nalice, al any lime. Upon yaur raquest, wa wil pravide you wilh a revised Nolice of Privacy Praclices Il you
coll our olfice and recues! thal a revised copy be senl lo you In the mall or osk for one cl lhe fime ol your
nex| appoinimenl. Tha Nolice will alse be posled in a conspicuous locallon wilhin he praclice, and If such Is
mainicined by Ihe pracllce, on II's web slle.

You have Ihe /ght lo aulhatlze olher use and dlsclosure - This means you have [he righl lo aulhorize any use or
disclosure of PHI Ihat s nol specilied wiithin Ihls nolice, for example, we would naed your wrillen aulhozallon
lo use or disclose your PHI for markeling purposes, for most uses or disclosuras of psychalherapy noles, or il we
inlended lo sell your PHI. You may revoke an avlherzalion, al any lime, In wriling, excepl lo ihe exlenl lhal
your heallhcare provider, or our praclice has laken an acilon In tefiance on the use or disclosura Indicaled In
Ihe auihorizaiion.

You have the tlghl lo request an allamallve means of conNdentlal communlcallon = This maans You have lhe
fight fo ask us 1o contac! you cbout medical matllers using an alternalive method [l.e.. emall, lslephone), and
lo a daslinalion (Le., cell phons number, dllernallve address, eic.} designaled by you. You must Inform us In
willing;, usihg o form provided by our proclice, how you wish to be conlacted Il other than the address/phone
number thal we have on fils, We will laliow il reasonable requests.

You have lhe tigh! lo Inspec) and copy your PHI - This means you may Inspecl, and oblain a copy ol your com-
plele hecilh record. I your heaillh record I malnialned elecironically, you wlll cilso have Jhe fighl fo reques|
acopy in eleclronlc lormal, We have the fighl lo charge a reasonable les lor papar of elscionic copies as
eslablished by prolesslondl, slale, of lederal guidelines,

You have lhe right lo request a restilclion of your PHI - Thls means you may ask us, In willlng, nal lo uss or
disclose ony port of your prolscied healih Informatfon lor the purposes of realmenl, poyment or heallhcare
operalions. Il we agree lo lha requesied 1esliiclion, we will ablda by If, excepl In emergency clicumslances
when the Informallon Is needed for your freatment. In certaln cases, we may deny your fequest for a resirlc-
lion. You will have the right fo request, In willing, lhal we restilct communleallon lo your heallh plan regarding
aspecliic isatmenl or service Ihat you, or someone on your behall, has pald for in full, oul-ol-pockel, We are
nol penmitied lo deny Ihls specliic lypa of requested reslriciion,

You may have Ihe tight {o request an dmendment to your profected healih Informatlon - Thls mecins you may
recjuast an umendment ol your PH for oy long os we maintaln this Information. In certoln caoses, we may deny
Your recjues! lor an amendment,

You have the rght fo reques] a disclosure accounlabillly - This means Ihal you may requesl a fisiing of disclo-
sures Ihal we have made, ol your PHI, Io enfilles or persons oulside ol our office.

You have lhe flght lo recelve a privacy breach notlce - Yau have Ihe right ta recelve wrilten noflfication I the
piaciice discovers a breach of your unsecured PH . and delennines |hrough a rlsk assessmenl lhat nellficatlon
is required.

Ifyou have questlons regarding your privacy rights, please feel free o conlact our Privacy Manager. Contact
informalion ls provided at right, uncler Privacy Complainls.

How We May Use or Dliclose Proleclad Heallh Information

Following are examples of uses and disclosures of your pratecied heollh inlarmation Ihal we are permilled o
moke. These examples are nol meonl lo be exhauslive, bul lo describe possible lypes of uses and disclosures,

Treaiment - We may use and disclose your PHI 1o provide, coordinale, o manage your heallhcare and any
reialed services. This includes the coordinalion or managemenl ol your heallhcare wilh a Ihird parly ihal is
involved in your care and Irealment. For axample, we would disclose your PHI, as nacessary, o a pharmacy
Ihat would fill your prescriplions. We wi I also disclose PHI |o olher Heallhcare Providers who may be involved In
Your care and lrealmenl,

Speclal Nollces - We may use or dlsclosa your PHI, as necessary, lo conlac! you lo remind You ol your appoinl-

1s and lo provide

Also, we may coniaci
Tice, for lund-ralsing ac-

Iivilies, or with respeci lo a group heallb plan, lo disclose Informalion Io Ihe heallh plan spensor, You wil have

luclions for opling oul,

Payment - Your PHI will be used, as needed, lo oblain payment [or your heallhcare services, This may include
cerlain aclivilies thal your heallh Inswrance plan may undsrlake before || apptaves of pays for lhe heallh-

care servlces we isecommend for you such as, making @ delerminallon ol eligibllily or covetage (lor Insurance
benelils.

Heallhcare Operatlons - We may use of disclose, os needed, your PHI In order lo suppori the business dclivilles
ol our praclice. This Includes, but i nol I liad lo business planning and develapmenl, quality assessmani and
Improvemenl, medical review, legal services, oudiling funclions and pallent salely acliviies.

Heallh Informatlon Organizallon - the praclice may slect lo use a heallh Infermallon organlzalion, of olher

such organkallon fo facliitale |he eleclrenle exchongs ol Informallon for the purposas ol lrealmeni, paymeni,
of haallhcare operailons,

To Olhers Involved In Your Heallhcare - Unlass you objacl, wa may disclose lo a mamber of Your lamlly, a
elolive, a close filend or any other peson, Ihat you Identify, your PHI 1hat directly relafes lo Ihat person's
Invelvement In your heallheare. |f Yyou are unabla jo agree or objaci lo such a disclosure, we Imay disclose
such Infornmatiion as necessary If we delermine thal it is |n your best Inlerest based on our prelessional Judgmen
We may use or dlsclose PHI to noflify or assksl In nolifylng a fan lly member, personal reprasenlalive or any olher :
person Ihat ls responsible for your care, of your general condlllon ot deaih, |f You are nol present or gble I

, then your healthcare provider may, using prafesslonal judg-

menl, delermine whelher fhe disc'osure Is In your best Interest. In fhis case, only lhe PHI thal Is necessary will be
disclosed. .

Othar Pesmited and Raqulied Usas and Dlsclosures - We are alo permilled fo use or disclosa Your PHI withoui
your wrlHen authorizallon far the followlng purposes: as requlred by iaw; far public heallh aelivitles; healih
ovarsight aclivilles; In cases of abuse of neglacl; to comply wilh Food dnd Drug Adminlsirallon requiremens;
fesearch purposes; legal procee gsi law enforcament PuUrposes; coroners; funeral direclors; organ donallon;
criminal aciivity; mililary aelivily; nallonal securily: worker's compansation; when an hmale in a cerrectional
facliity; and If raquested by the Dr pariment of Health and Human Sarvices In order lo Ihves||
our compliance with the raquirernants of fhe Privacy Rule,

Privacy Complalnls

You have the right to complain fo s, of direclly lo the Secretary of the Depariment of Heallh and Human $er-
vices If you bellave Your privacy fighis have been violated by us, You may file a complalnl with ys by nolifying
the Priveicy Manager at:

EDCC Afin: Privacy Manager, 2100 W. Ceniral Ave S-100, Toledo, OH 43805

We will nol ralaliote agalnst you fos filng o campleint.

2/1/2014 211/2014

Eifeclive Dale Publlcallon Dale
—_—




ENDOCRINE & DIABETES CARE CENTER
GUIDELINES
Prescription Refills:
Medication refills are important and should not be left to the last minute. We do
electronic prescriptions. We encourage you to call your pharmacy for any refills. They
can electronically send us the prescription and makes the medication refill process much
quicker. If this is not a refill, you may call 419-537-5111 and choose the pharmacy
option. Due to our volume of calls, we ask that you contact your pharmacy to see if your
prescription is ready.

Test Results:

Your doctor will review your test results. When appropriate, most of our physicians are
using the patient portal to send you a letter about your lab results. We will ask for your
email address to activate this process. You will be notified if there are important results
that require actions before your next visit. Please always check the patient portal before
calling the office for lab results. You will be given instructions when you check in.

Insurance Matters:

Our staff will bill for services performed in our office to your insurance company.
However, we need your assistance to ensure we have the most current and accurate
information on file. We will require you to show us your msurance card at each visit to

our office.

Copays:

Per your insurance contract, copays are due at the time of service and our staff has been
instructed to collect copays at the time of your visit.

Completion of Forms:

We are asked to complete a variety of forms for our patients and are happy to
accommodate our patients during your regularly scheduled visit. However, a $15.00
handling fee will be charged for any forms requested at other times. Please make every
effort to bring ALL forms needing completion to your scheduled appointment.

No Shows & Cancellations:
We ask that patients provide a 24-hour cancellation notice so that we may schedule other
patients requiring appointments. Without proper notice we cannot accommodate other

patients during these times.

Our office policy is to discharge patients who fail to cancel within a 24-hour time frame,

or do not show for 3 appointments.
If you have any questions about these policies please feel free to ask our staff.



